M. T., AGED 23, single. Occupation, cutter; has never worked in a noise. The patient complained of vertigo and tinnitus and deafness in the left ear.
Previous history: Pneumonia at the age of 6. Abscess in the neck (scar at the angle of right lower jaw) soon after the pneumonia. Measles at the age of 13. Influenza two and a half years ago. The patient has often complained of cold extremities to members of her family.
Family history: An older sister has chronic otorrhcea both sides, following scarlet fever. Mother confined to the house with oAteoarthritis. No history of nerve disease in the family.
History of the present condition: Tinnitus-a " steam escaping" noise was the first noticed symptom and came on about four years ago in the left ear. For the first few months the noises did not annoy the patient very much, but subsequently she consulted an aural surgeon, who treated her for anaemia. There was no improvement under treatment. Immediately after the influenzal attack the noises became much worse, and have troubled the patient up to the present time. There appears to have been some improvement in the condition at times. Vertigo-the first attack canme on about nine months to a year ago, when standing cutting cloth in the workroom. During the attack, which lasted about half an hour in the acute stage, the patient said that " everything seemed to be tearing round" (? direction), and even when supported she had to " hold on" to steady herself. Patient does not remember in which direction she was inclined to fall. Soon after the onset of the attack there was vomiting and nausea which lasted about an hour. There have been attacks off and on since the above-once or -twice in the month, usually associated with vomiting and increase in tinnitus. Between attacks the patient has been able to walk about without assistance, but unfit for work. Deafness-impairment of hearing noticed four years ago,.but thought to be due to the tinnitus. Much worse after influenza. Patient not sure whether or not deafness increased after attacks of vertigo. There is no history of earache nor aural discharge at any time. Since the influenza she has often had severe left occipital and left upper parietal headaches.
Condition on examination (February 17, 1911) : Tympanic membrane pale both sides; no cicatrices. Hearing-C2 fork: Weber to the right, Rinne positive, both right and left. Bone conduction (Schwabach): right normal, left much diminished. Conversational voice-.-right, 18 ft. +; left, 3 ft. to 4 ft. Whisper-right, 18 ft. +; left, about 1 ft. Inflation did not improve hearing on left side. Eustachian tube patent. Rombergism-fell to the left and backwards; could not walk along straight line, falling usually to the left side; vertigo readily produced by quick movements of the head; rotation tests not applied. No spontaneous nystagmus. Caloric tests-cold water did not produce nystagmus from test to either ear. Vertigo was well marked and prompt in appearance in case of right ear, but in left was delayed and less marked.
Physician's report: The patient appears healthy except for the vasomotor disturbance noted above. There is no evidence of any lesion of the central nervous system. Blood-pressure 117 (R. R.). No blood disease. No nucleo-albumin in the urine. No evidence of exophthalmic goitre.. Eyes normal.
The patient was ordered acid hydrobromic mixture and treated as an out-patient. She did not improve, and was taken into the German Hospital and treated by absolute rest in bed and given a diet of milk only; the hydrobromic acid was continued. During the ten days under treatment in hospital there was no return of her trouble whilst in bed, and only a slight attack of vertigo when allowed to move about the ward. She left hospital at the end of about two weeks, and continued treatment at home on a slightly fuller diet.
March 3.-Patient had a very severe attack of vertigo two days ago. Fell to the left and struck her nose, causing it to bleed. No vomiting, but tinnitus much worse. Rinne (Ct), right and left positive; Weber, (C2) to right. Bone conduction (Schwabach) much diminished to left side. Conversational voice-right, 18 ft. + ; left, 1 ft. Whisper-right, 18 ft. +; left, 2 in. to 3 in. Patient nervous and frightened. The patient looked ill and was again admitted to hospital for observation. She had two attacks of vertigo, during which she had to be supported if she attempted to move in the ward. There seemed to me evidenci < of increased labyri.thine pressure, and, convinced of this, I decided to relieve the tension by operation.'
The operation: By a post-aural incision the antrum was opened.
'I find that Mr. Arthur Cheatle had, in 1897, thought it possible that operative treatment might be advisable in such conditions (see Archives of Otology, New York, 1897, xxvi, p. 185 ).
The bone was healthy. By means of a very fine burr the membranous external semicircular canal was exposed for about 1X5 mm. and opened. My object was, if possible, to open only the peri-lymphatic space. There was no obvious escape of peri-lymph or blood. At the time of the opening of the canal the ancesthesia was light and a definite effect similar to shock was noticed. The pulse was slow and small. The patient became very pale and perspired. No deviation of the eyes was noticed (but might have been missed in the attention devoted to the general condition). A fine wick drain was placed in the lower part of the wound from the canal to the surface, and the upper part of the wound closed. Dressed with double cyanide gauze.
Three hours after the operation there was severe vertigo, spontaneous nystagmus, and almost continuous vomiting. Face upwards the nystagmus was very coarse, rotatory left to right, and oblique up and to right. This nystagmus present in all positions of the eye. The night following operation patient slept badly though given potassium bromide per rectum, and nausea very trQublesome. On day following operation vertigo severe on slightest movement of the head. The wound was dressed and the gauze forming the immediate dressing was soaked with serous fluid. Two days after the operation the patient was feeling comfortable and sleeping well, though occasionally suffering from nausea. Vertigo readily produced by movement of the head. The voluntary nystagmus almost purely rotatory, but there was some horizontal movement. Conversational noise heard left side 6 ft. +. Volunteered statement again that noises had entirely ceased. Four days after operation the gauze wick was removed and much serous fluid escaped, as if it had been dammed back. Six days after operation, still spontaneous nystagmus similar to that described above. No tinnitus. Conversational voice heard in affected ear 15 ft., single words in some cases 12 ft. Cold water (ice cold) in the left ear did not produce any obvious change in nystagmus. When patient sat up there was tendency to fall to right.
Patient was out of bed fourteen days after operation, and left the hospital a few days later. She had some return of the tinnitus in a mild form on the sixth day after operation following the syringing.
May 6 (four weeks after operation): Hearing-conversational voice, right, 21 ft. + ; left, 15 ft. Whisper-right, full; left, 3 ft. A wellfitting rubber plug, smeared with vaseline, was put in the right meatus when testing the left ear, as was done before the operation. With BarAlny's Liirm apparatus in the right meatus, conversational voice was heard only about 6 in. by left ear. Highest tones of Galton whistle well heard; low tone limit below C°. Rombergism-stands steadily with eyes shut; can walk straight line better than before operation. Vertigo readily produced by movement of the head in plane of the left posterior semicircular canal. Nystagmus-very fine indefinable movement on looking to the right. Caloric tests-tap cold water (for two minutes) does not produce alteration in nystagmoid movement. Rotation tests-vertical position: No nystagmus produced by rotation in either direction; left to right rotation produced vertigo, patient tending to fall to right; right to left rotation produced less marked vertigo, with tendency to fall backwards. There is a mild tinnitus which does not, however, annoy the patient.
DISCUSSION.
The PRESIDENT said the case was important because, as far as he knew, it was the first time that the procedure had been adopted for the relief of vertigo, tinnitus, and deafness. It was also important from a pathological point of view, as well as the physiological, because of the results obtained.
Mr. SYDNEY SCOTT said it was necessary in such cases to emphasize the fact that the vertigo was not of that type the pathology of which members knew. In this case one did not know what the vertigo was due to, because there was no middle-ear suppuration. He would like to see an indication of that embodied in the title, to distinguish it from labyrinthine vertigo secondary to middle-ear disease.
Dr. DAN MCKENZIE regarded the case as very suggestive; it opened the door to many trains of thought. There were one or two points, however, which bade one be cautious. One was the possibility of the vertigo being due to some other disease in the labyrinth. He did not see a note of an attempt being made to discriminate between the labyrinthine type of vertigo and the cerebellar type by altering the position of the patient's head in testing for Rombergism. Putting those possibilities on one side, and assuming it to be labyrinthine vertigo, it was a case which would encourage us to perform the same type of operation in other cases of the same kind. A most interesting question was, why had the hearing improved so much? There were several possibilities, one being (pace Dr. Albert Gray) that the relief of the tension by the escape of fluid might account for the improvement of the hearing. But he thought it was more likely that by his operation Mr. Jenkins provided a new fenestra, and by that means it was possible that the sound waves reached the cochlea in a better manner than they did formerly. The objection to this explanation was that the case had shown no sign of middle-ear disease. After the operation there was no evidence in testing the labyrinth that the semicircular system was still active. It seemed as if the operation had destroyed the function of the semicircular canal, and so removed the vertigo. Possibly the operation destroyed the action of the semicircular canals, but did not destroy the cochlear action; from which one might argue that it was possible to have a lesion in the semicircular canals definitely localized to that part of the labyrinth, and not affecting the cochlea at all. It was, of course, possible to have suppuration definitely localized to the canalicular system and sparing the cochlear part of the labyrinth.
Mr. JENKINS, in reply, said he agreed to Mr. Scott's suggestion, as it was likely there might be confusion from the title given (the title has been altered accordingly). Barany's tests were applied and there was no evidence of cerebellar vertigo. He thought the labyrinth was certainly active on the affected side, as the caloric tests produced definite vertigo when applied to that side.
A Case of Leprosy with Involvement of the External Ears, Palate, Pharynx, &c.
By G. N. BIGGS, B.S.
FULL notes of this case, which is shown by permission of Sir Malcolm Morris, K.C.V.O., will be found in the Proceedings of the Royal Society of Medicine (Dermatological Section), 1909.' Since this date the patient has been treated with injections of nastin and a vaccine of Staphylococcus aureus. It will be seen that the auricles are much enlarged, and present the typical shiny and thickened appearance which is characteristic of the disease. There are tubercles present, and in some cases these have broken down and ulcerated. The tubercles are most numerous on the palate, but also extend down and involve the vocal cords and ventricular bands. Ulcers due to the breaking down of tubercles are also present in the nasal cavities.
